THE operation herein described is the outcome of several experiments made with a view to improving the operation of sclerotomy known as Herbert's " small-flap" operation. I have been performing this latter operation since it was first published, doing it with the twin scissors devised by myself for the purpose of facilitating the cutting of:the flap. With the general results of the operation I am well pleased. It is simple in performance, the risks are minimal, and the filtration produced in the greater number of cases is sufficient. But there are a fairly large proportion in which the flap reunites with the main scleral tissue, so that filtration is lost by way of the new track, and the operation has either to be repeated, or else some other method of sclerotomy, or may be a sclerectomy, performed.
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In a good many recent cases I have been in the habit of cutting off the flap when I judged the sclera was unduly tough, either by the feel of the resistance during the cutting by the twin scissors, or by the spring of the cut flap when it was bent back on the cornea. To facilitate the removal of the flap the blades of the twin scissors were altered so as to cut a piece of sclera that was isolated, except for one small remaining connexion at the cornea. The flap so cut was found to be extremely mobile, almost as movable as the leaf of the black poplar. The mobility of the piece led me to try the effect of leaving it in situ after twisting it over on itself, so that the original uveal surface was made to look towards the conjunctiva, and vice versa. At the same time the new shape of flap was attached to the main sclera by so slender a pedicle that it could be removed, when it was so desired, by the touch of the keratome.
The method of securing these results is as follows:
(1) The conjunctiva is reflected from over the insertion of the superior rectus and dissected over the limbus, so as to extend it on to the cornea at the immediate site of the intended sclerotomy.
(2) A small bent keratome is used to make the initial scleral
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(3) The new pattern twin scissors are then taken up ( fig. 2 ). In these the male blade is shorter than in the scissors of the original pattern, and the female blades are curved round so as to embrace the end of the male blade. There is a slight separation between the ends of the female blades which is widened out to rather more than 1 mm. when the female blades have sheared down alongside the male blade. It follows that when tissue is between the male and female blades The new pattern twin scissors. The small insert shows the female blades applied to the male blade viewed from above. Instrument made by Messrs. Weiss.
closing the scissors will cut out a U-shaped piece of tissue free at all points except for the narrow pedicle at the bottom of the U which will hold the piece in position. To continue the operation the male blade is slipped into the keratome wound, the blades are closed and the sclera ( fig. 3 ) cut. The piece cut out by the scissors will be found to be free to move on its stalk in any direction ( fig. 4 ).
but usually a gentle touch with the spatula will control it until such time as the conjunctiva is turned back into place again. When this is done the conjunctiva will be seen to be lifted up by the twisted flap, one edge of the flap will tend to lie in the hole in the sclera, and the other edge will be upturned and lift the overlying conjunctiva. The flap cannot fill the hole, for the new under surface of the flap is larger than the cavity owing to the bevelling of the keratome cut. (c) In the event of the case presenting a very tough sclera it will be found that I when the reversed flap is released from the grip of the iris forceps it may turn back into its original position. In such a case it may be deemed better to excise the flap, which is easily performed by the touch of the keratome.
(5) Iridectomny.-By this method of operation the performance of a satisfactory iridectomy is easy. Either a button-hole excision or a clean-cut excision up to the pupil margin may be made. There is no difficulty in seizing the iris, in making the cuts, or in replacing the cut edge when the section is made. I am in the habit of making a minute button-hole excision. This is done in the belief that the iridectomy must of necessity result in the inclusion of a few cells of the uveal pigment in the scleral opening, and by their presence check any tendency to healing. Further, it is a security against any blockage of the opening by a prolapse, although such incidents were few in my hands even before a minimal button-hole iridectomy was practised regularly. The iridectomy is made so soon as the corneo-scleral flap i s cut, and before this is dealt with either by twisting or excision.
(6) Jlassage.-The third day after the operation gentle massage of the eyeball is begun. The lids are closed, and the patient is told to look down. Then the loose skin of the upper lid is gently rolled over the globe in an oval orbit. Beginning from the region of the lachry'mal gland the finger rolls the skin inwards and downwards, and then returns upwards and outwards. If the patient is intelligent he or she is taught to do it for from the end of the first week. Also on the third day the usual practice of instilling a drop of atropine on one occasion is followed.
When healing is advanced the condition of the sclero-corneal flap after it has been twisted is very interesting. It looks more like a foreign body than a piece of the nornal tissue. It is white and detached in appearance, and so it remains. So far I have done five eyes in this manner, and the longest interval after operation is now six months.
The flaps remain whiter than the rest of the sclera. If anything, they appear to be rather smaller than when first cut.
In conclusion, I would suggest that this mode of operating has a distinct advantage over other methods of sclerotomy or sclerectomy, in that it gives the surgeon a considerable latitude in the grading of the effects he hopes to produce. Most of the operations published, and which I have tried, are rigid to the last degree. The same thing is done, neither more nor less, for every kind of eye, and for every kind of sclera, be it thin and soft, or tough alnmost to the density of gristle. The twisted flap seems to have the effect that has been sought after by so many, the formation of an inclusion tissue that should keep open the fistula that has been cut. Added to this advantage the operation is easy of performance, and causes no discomfort to the patient. Mr. A. L. WHITEHEAD said he was hoping members might learn something from Mr. Greeves's pathological results in successful cases of glaucoma operation. He had waited a long time to see a series of sections through the filtration angle in cases in which the operation had been successful. He had never seen such a series of sections. The only case he had seen which approached such a condition was one in which he was able to get the eye three years after an operation. He could not get serial sections, but secured a number through the operating wound, which was that of an ordinary iridectomy. It showed two or three tracks running down from the anterior chamber towards the spaces of Fontana, lined with epithelium, derived, obviously, from that lining the anterior chamber. One could see fistulous tracks leading down into the spaces of Fontana; and he believed that was what one succeeded in obtaining in a successful iridectomy or Herbert's operation, only by trephining these tracks lead into the sub-conjunctival space. It seemed to him that where success occurred it was by setting up one or more fistulous tracks; and where there was failure it was because chronic inflammatory changes in the neighbourhood of the filtration angle set up the formation of fibrous tissue, which closed the operation wound, whatever the operator did. This was shown in a series of sections made in an unsuccessful case of trephining. During the last four years he had trephined all his cases of subacute or chronic glaucoma, and on all his acute cases he had done iridectomy. He did not combine scleral puncture. In this particular case he did trephining with iridectomy, which he thought would be successful-i.e., it was carefully placed at the corneo-scleral junction, neither too far forward nor too far back. He also, as was his custom, put in a small curved spatula, with the end bent at practically a right angle. He then carefully rotated it in all directions in order to make sure that he had made the trephine opening complete. Where one trephined far forwards one was apt to leave a small portion of transparent cornea blocking up the anterior portion of the trephine opening. He conceived that even other and more skilled operators might do so, because one could not see it; the cornea was more dense and more difficult to trephine through than the sclerotic at the corneo-scleral junction. Therefore the trephine cut more quickly through the posterior part of the trephine opening than it cut the anterior part, and one was apt to leave a small portion of cornea. He rotated the spatula in this case, and, as far as he could see, the operation was successful. But ultimately the tension went up, and the eye had to be excised. He found that the opening was blocked by a new formation of fibrous tissuei.e., there were considerable fibroid changes in the immediate vicinity of the trephine opening, and the opening was blocked by a considerable formation of fibrous tissue. One must remember this tendency to the formation of ju-23b fibrous tissue, whatever the operator might do. He thought there was no doubt that the tendency to glaucoma arose from acute inflammatory changes, causing a congestive thickening of the filtration angle, and, later, the formation of fibrous tissue. He thought all had had cases of acute glaucoma which had followed acute congestive changes. One of the most striking cases of the kind he had seen was that in which a gentleman with a cataract in the right eye came to see him. As it was not quite ripe, he advised the patient to wait a month or two. It was arranged that he (the speaker) should do it in two months' time at the patient's house. The day before the date agreed upon the doctor sent to say the eye had become acutely glaucomatous and painful. He did an iridectomy then, and a month later he removed the cataract, and the vision subsequently was A1 with glasses. Three years afterwards the patient went through the same routine; the other lens became opaque, and an operation was arranged. But, the night before, acute glaucoma developed, and an iridectomy had to be done. A few weeks later he removed the lens, fortunately with the same visual result. The nervous excitement bf the approaching operation had produced acute congestive glaucoma. Another case which he saw was that of a lady who had had an acute bereavement, and developed acute double glaucoma the same night. A few weeks ago he operated upon a lady who had subacute glaucoma in one eye. He arranged to operate on her the following morning. During that night she developed acute glaucoma in the other eye. It seemed to him that, whatever form of operation might be selected for glaucoma, one was " up against " this formation of fibrous tissue, and his experience seemed to show that the trephining operation was more likely to yield a successful result than any other procedure, because the opening was less likely to be blocked up by fibrous tissue. He recently had a curious experience. One afternoon he had to operate, at the hospital, on four patients with glaucoma. His supply of trephines was running short, and if pressure were exerted with the trephine an accident was likely. In two of these cases the disk became displaced into the anterior chamber; this was due to the pressure he had to use because the trephine was not cutting correctly. With scissors he divided laterally from the trephine opening, put in a spatula, and cut off the disk after tilting it out. Both these cases were double trephinings, and in each, where he had to enlarge the incision, the eyes did badly; for, though the incision was enlarged, tension rose again to a higher degree than in the corresponding eye in each case ih which he was able to carry out a clean trephining, at the exact position of the corneo-scleral junction, for this gave the patient the best possible chance.
